of a colostomy. The artificial bladder has been used to avoid a wet colostomy. In the last group of cases, selected large fistulae, it may prove an alternative to difficult and repeated operations on unhealthy tissues, e.g. post-irradiation fistulk. Choice ofmethod.-In most of the conditions in which the creation of an artificial bladder might be indicated the rectum and colon are also removed and the first group of operations is largely inapplicable. The second group allows for the formation of a new bladder above the pelvic brim and thus permits radical clearance of the bony pelvis.
Stress Incontinence in Women: Its Cure by Vesico-Urethrolysis [Abstract] By J. H. MULVANY, F.R.C.S. THE bladder control mechanism has really only one'effective component, this being the involuntary sphincter which is sifficient to achieve adequate closure of the bladder. It is reinforced somewhat by the voluntary contraction of the deep transverse perineal muscle lying within the compartment of the urogenital diaphragm; although it must be understood that this muscle cannot control a stress incontinence, its value in this respect being at most the power of retaining for a brief space within the upper urethra a 'few drops of urine which may escape into it. In regard to the levator ani muscle, it is unlikely that this is concerned in the development of stress incontinence in view of the fact that it may be completely excised without affecting urinary control. Hence it is doubtful whether its anterior approximation below the bladder, forcibly achieved under anesthesia, can remedy the inefficiency of the internal sphincter. As for that band of striated muscle sometimes referred to as the levator urethra or anterior sling, this is really part of the deep transverse perineus which varies in relation to the urethra according to the level of the plane of section. It is neither a levator, nor a sling. nor a sphincter.
Stress incontinence takes two forms. One develops from simple weakness of the internal sphincter and may appear at three phases of life. Thus, it is seen in childhood from inherent or neuromuscular defect, in mid-life due to involutional hypotonia or in senescence as a result of slow atrophy. The second type is associated with damage to the anterior or subpubic portion of the triangular ligament and stretching of the internal sphincter during parturition. Lack of support allows the bladder neck to drop, its upper surface, however, remaining held up by the pubovesical ligaments and other attachments. Thus, the sphincter ring, already weakened, is widened and its efficiency further impaired.
Vesico-urethrolysis is a simple measure aimed at freeing the sphincter area in a good part of its circumference from any adhesion which tends to keep the muscle in a stretched and-ineffectual position. In this way the sphincter is enabled to retract and regain its efficiency. It is of value in all types of stress incontinence without urethrocele or marked cystocele. After exposure of the retropubic space, a finger is swept around the bladder neck freeing it and the abdominal urethra from all visible fascial connexions above the pelvic floor. The pubovesical ligaments may be cut or left intact according to the degree of lysis desired. A vault prolapse, if associated, should be treated by subperitoneal suture of the uterosacral folds. For this, the abdominal cavity must be opened and. the peritoneum on the back of the cervix incised. It is advisable to define the central ends of these ligaments for 11 in, in order to ensure satisfactory tightening of the cardinal and puboervical bands-which are also part of the same fascial expansion. A small cystdcele can also be dealt with ifrom, above. One very valuable feature of a vesico-urethrolysis, in view of its simplicity, is!that it may follow on any pelvic operation, no matter how tedious or difficult, when stress incontinence is associated. Even the presence of a urethrocele is not a contra-indication as many of these areP iinproved and certainly no harm will follow.
Stress incontinence with urethrocele should be treated from below by a routine repair. In this operation, the percentage of success will depend upon the degree of mobilization given to the sphincter and the form of support to retain it. The first step, therefore, is to free the triangular ligament from the vaginal wall as far laterally as the pubic rami and forward to the transverse pelvic ligament; In this way, a deep para-urethralfossa extending two-thirds around the urethra is formed. Lack of thoroughness here may lead to disappointment in what has otherwise been a technically perfect operation'. Having thus freed the triangular ligament, the relaxed-memnbrane with attached sphincter area is pushed up into the apex of the subpubic angle and a stitch applied to hold it in this position. A mattress suture is passed through the vaginal wall close to the pubic ramus taking up the adjacent parts of the bulbocavernosus and triangular ligament on each side. When this suture is drawn together, these structures are approximated creating a firm support to the bladder neck and ensuring satisfactory relaxation of the sphincter.
Vesico-urethrolysis in properly indicated cases is followed by immediate relief, although some degree of urgency or frequency may persist for a few weeks. The remarkable success of the measure suggests that part of the benefit following the vesico-urethropexies or fascial procedures may be due to the free mobilization of the sphincter which their application entails. With an intact triangular ligament, however, a vesico-urethrolysis is practically assured of success.
Some Observations on the Treatment of Calcifying Renal Tuberculosis [Abstract]
By HowARD G. HANLEY, M.D., F.R.C.S.
A STUDY of a personal series of 87 nephrectomy operations for tuberculosis showed radiological evidence of calcification in 37 cases or 42 5 %.
In the past it has been the accepted teaching that calcification was evidence of healing, and that if a calcified non-functioning or symptomless kidney was discovered accidentally, it should be left alone. This view is contested and a plea is made for the removal of such calcified tuberculous kidneys as soon as conveniently possible after their discovery. To begin with, the term calcification is misleading. There is rarely, if ever, true hard calcification, but there is always caseation, and it is the deposition of calcium salts in this caseous material which produces the radiological shadow upon which we base our diagnosis of calcification. There is no more evidence of healing in an area of caseation containing calcium salts than in one without. Even when the kidney is completely sealed off the term "autonephrectomy" does not make sense. The kidney is still present and is generally anything but quiescent. In fact a careful examination of 13 "calcified" closed or quiescent kidneys discovered accidentally during routine investigations for other causes, showed the presence of living tubercle bacilli in 10 (see Table I ). (4 without any previous symptoms) 15 calcified kidneys discovered accidentally during routine investigations-all without urinary symptoms. 13 kidneys were "closed" and non-functioning, but from 10 of these, living tubercle bacilli were isolated after operation 3 presented without urinary symptoms, but with complications due to a breakingdown calcified lesion.
It is quite untrue to say that such symptomless calcified kidneys may be safely left in situ, for whether there are calcium salts in the caseous material or not, the condition is still a tuberculous pyonephrosis, and should be treated as such by nephrectomy or nephro-ureterectomy, since we do not know whether or when they will break down and liberate tubercle bacilli into the lower urinary and genital tracts.
14 patients in this series had symptoms for less than nine months, but the calcified caseous material must have been present for much longer than the duration of these symptoms. The presence of this calcification for long periods in the absence of any urinary symptoms is of considerable interest. It may mean that tubercle bacilli can be passed through the bladder for perhaps years without producing any obvious effects, or it may equally well indicate that there really is an attempt at healing, which prevents the escape of bacilli from the lesion.
The fact remains that we cannot tell what causes the sudden liberation of tubercle bacilli from a closed calcified lesion, or when it will occur, so that to leave such a kidney in situ is not in the patient's best interests.
Five calcified kidneys were discovered during routine investigations for pyelitis of pregnancy. These are anxious cases to treat and much suffering would have been avoided if they had been fortuitously discovered before pregnancy (as, in fact, one case was) and treated by nephrectomy.
A further 3 cases presented with perinephric abscesses due to--rupture of symptomless "calcified" lesions. In one of these the calcification was known to have been present for two and a half years.
These 37 kidneys were removed without any complications due to the operation, without any cases of sinus formation and without any deaths; so that while there are many reasons in favour of removing such organs, there would appear to be no reasons for not doing so.
